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Background: The National Kidney Foundation has advocated
the use of the abbreviated Modification of Diet in Renal Disease
(MDRD) equation to estimate glomerular filtration rate (GFR) from
serum creatinine measurements in clinical laboratories. However,
healthy persons were not included in the development of the
MDRD equation.

Objectives: To assess the accuracy of the MDRD equation in
patients with chronic kidney disease compared with healthy per-
sons and to develop a new equation that uses both patients with
chronic kidney disease and healthy persons.

Design: Cross-sectional study.

Setting: The Mayo Clinic, a tertiary-care medical center.

Participants: Consecutive patients (n � 320) who had an
iothalamate clearance test specifically for chronic kidney disease
evaluation and consecutive healthy persons (n � 580) who had an
iothalamate clearance test specifically for kidney donor evaluation.

Measurements: Serum creatinine levels, GFR, demographic
characteristics, and clinical characteristics were abstracted from the
medical record.

Results: The MDRD equation underestimated GFR by 6.2% in
patients with chronic kidney disease and by 29% in healthy per-
sons. Re-estimated coefficients for serum creatinine and sex were
similar to the original MDRD equation in the chronic kidney
disease series but not in the healthy series. At the same serum
creatinine level, age, and sex, GFR was on average 26% higher in
healthy persons than in patients with chronic kidney disease (P <
0.001). A quadratic GFR equation was developed to estimate
logarithmic GFR from the following covariates: 1/SCr, 1/SCr2, age,
and sex (where SCr � serum creatinine).

Limitations: The new equation was not developed in a general
population sample. Elderly and African-American persons were
underrepresented.

Conclusion: The MDRD equation systematically underestimates
GFR in healthy persons. A new equation developed with patients
who have chronic kidney disease and healthy persons may be a
step toward accurately estimating GFR when the diagnosis of
chronic kidney disease is unknown.
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Recently, the National Kidney Foundation endorsed a
series of guidelines to assess patients with chronic kid-

ney disease. These guidelines highlighted problems associ-
ated with using creatinine clearance to measure glomerular
filtration rate (GFR). They instead recommended estima-
tion of GFR by using prediction equations based on serum
creatinine determinations (1, 2). The abbreviated Modifi-
cation of Diet in Renal Disease (MDRD) equation (3, 4)
was advocated because it correlated well with GFR mea-
sured by iothalamate clearance (2, 5). It also performed as
well as a more complicated MDRD equation that required
serum urea nitrogen and albumin determinations (3).

The abbreviated MDRD equation has also been used
to estimate the prevalence of chronic kidney disease in the
U.S. population with serum creatinine determinations ad-
justed for calibration bias (6, 7). However, this equation
was developed by using persons with chronic kidney dis-
ease and did not include healthy persons (3, 4). Thus, the
MDRD equation may not be appropriate for determining
the prevalence of chronic kidney disease. Previous studies
have raised the concern that MDRD equations may under-
estimate GFR in healthier populations (8–12). Further-
more, in a population-based study, the relationship be-
tween cardiovascular risk factors and GFR differed when
the abbreviated MDRD equation was used instead of cre-
atinine clearance (13).

The primary objective of the current study was to de-

termine whether estimated GFR with the MDRD equa-
tion was accurate in healthy persons compared to patients
with chronic kidney disease. The secondary objective was
to develop a new GFR prediction equation based on both
healthy persons and patients with chronic kidney disease.

METHODS

Healthy and Chronic Kidney Disease Series
Records of all potential living donors for kidney trans-

plantation at the Mayo Clinic from 1996 to 2002 were
reviewed, with institutional review board approval; this re-
view was an expansion of a previously reported series (9).
Originally, potential kidney recipients had identified the
potential donors and had perceived them to be healthy
enough to be evaluated for kidney donation. Most donors
(71%) were related to the potential kidney recipient (9). A
total of 599 potential donors had an iothalamate clearance
test to measure GFR, which was routinely obtained before
a clinic visit with a nephrologist (Figure 1). After exclu-
sions for missing serum creatinine determinations or for
age younger than 17 years, the healthy series consisted of
580 potential donors.

Records of 501 consecutive patients who had an
iothalamate clearance test for any reason between October
1999 and March 2000 were also reviewed, with institu-
tional review board approval (Figure 1). A nephrologist
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abstracted these records for a cystatin C study (14). Of
these patients, 353 had an iothalamate clearance test to
measure GFR as part of an evaluation for known or sus-
pected chronic kidney disease. Iothalamate clearance was
routinely and primarily ordered by nephrologists at the
Mayo Clinic during outpatient referrals. An elevated serum
creatinine level, proteinuria, abnormal urinary sediment,
history of kidney disease, or kidney transplantation recipi-
ent status were typical indications for the iothalamate clear-
ance test. Thus, chronic kidney disease was defined by clin-
ical presentation and not by a GFR cutoff. In recipients of
a nonkidney solid organ transplant, iothalamate clearance for
routine monitoring only was not considered an evaluation for
chronic kidney disease. After exclusions for missing serum cre-
atinine determinations or for age younger than 17 years, the
chronic kidney disease series consisted of 320 patients.

Iothalamate Clearance and Serum Creatinine Assays
Measurement of GFR with the renal clearance of non-

radiolabeled iothalamate has previously been described
(15). This test involved the subcutaneous injection of non-
radiolabeled iothalamate after oral hydration with 4 to 6
glasses of water. After 2 hours, GFR was determined by the

Figure 1. Sampling process for healthy series and chronic kidney disease series.

Context

Experts increasingly use the Modification of Diet in Renal
Disease (MDRD) equation to estimate glomerular filtration
rate (GFR).

Contribution

This cross-sectional study compared GFR estimated by the
MDRD equation with GFR measured by iothalamate clear-
ance in 320 patients with chronic kidney disease and 580
healthy kidney donor candidates. The MDRD equation
underestimated GFR by 6% in patients with kidney dis-
ease and by 29% in healthy persons. The authors also de-
rived a quadratic equation that better estimated GFR in
the healthy people than did the MDRD equation.

Implications

The MDRD equation systematically underestimates GFR
and may erroneously categorize some healthy persons as
having kidney disease.

–The Editors
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clearance equation (UV/P) using the average of 2 serum sam-
ples and 1 urine sample assayed for iothalamate concentration
via capillary electrophoresis. Glomerular filtration rate was ex-
pressed per 1.73 m2 by multiplying the measured value by
1.73 and dividing by body surface area. Nonradiolabeled
iothalamate clearance correlates well with radiolabeled
iothalamate clearance (r � 0.998) (15) and provides a normal
value range similar to that of other GFR measurement tech-
niques (9, 16). Interassay coefficient of variation for nonradio-
labeled iothalamate clearance was reported as 5%.

Serum creatinine levels were all assayed with the rate-
Jaffe reaction on a Hitachi 747 autoanalyzer (Roche Diag-
nostics Corp., Indianapolis, Indiana). This assay was cali-
brated daily with a Cfas calibrator (Roche Diagnostics Corp.)
by using the uncompensated method during the study period.
The interassay coefficient of variation for serum creatinine
determinations was reported as 3.1% at 1.3 mg/dL (115
�mol/L) and 1.5% at 6.1 mg/dL (539 �mol/L) with stability
during the study period. The 2.5th to 97.5th percentile of
serum creatinine by this assay was 0.7 to 1.2 mg/dL (62 to
106 �mol/L) in normal white women and 0.9 to 1.4 mg/dL
(80 to 124 �mol/L) in normal white men. Estimated GFR
was calculated by using the abbreviated MDRD equation
(Table 1, equation 1).

Statistical Analysis
We compared the baseline characteristics of patients in

the healthy and chronic kidney disease series by using the
chi-square test (nominal factors), Wilcoxon rank-sum, or
Student t-test. We defined bias as the mean of estimated
GFR minus measured GFR. We defined percentage bias as
the mean of individual ([estimated GFR � measured
GFR]/measured GFR) � 100%. P30% was defined as the
percentage of estimated GFR within 30% of measured
GFR. We compared estimated GFR and measured GFR in
the healthy and chronic kidney disease series by using bias,
percentage bias, R2 (coefficient of determination), and
P30%. Similar analyses were done with the Cockcroft–
Gault equation (17), adjusted for body surface area (mL/
min per 1.73 m2) and adjusted to predict GFR instead of
creatinine clearance (3).

The log-linear form of the abbreviated MDRD equa-
tion was refit for new coefficients by using multiple linear
regression in the healthy and chronic kidney disease series
independently. A log-linear form of the abbreviated
MDRD equation was also refit in a combined series (n �
900) with an indicator variable for healthy versus kidney
disease status. Each coefficient was compared with the orig-
inal MDRD study coefficient (4).

To develop a new equation for use when the diagnosis
of chronic kidney disease is unknown, we used an approach
similar to that used to develop the MDRD equations (3, 4).
The natural logarithmic (ln) transformed measured GFR was
regressed on age, sex, and serum creatinine in the combined
series. Because the relationship of ln GFR with ln serum cre-
atinine was nonlinear, the following terms were considered:

linear, quadratic, and cubic reciprocal serum creatinine. Lin-
ear, quadratic, and logarithmic age terms were also considered.
In addition, we examined pairwise interactions between the 3
factors. Because of the large sample size, terms that were sta-
tistically significant often added little to the predictive ability
of the model. In the interest of parsimony, an increase in R2

of 0.02 or more was arbitrarily required to consider a more
complicated model (18). The new equation was internally
validated by using bootstrapping (500 replications) to esti-
mate its performance (R2 adjusted for optimism) on indepen-
dent data sets (19).

All statistical analyses were performed with JMP, ver-
sion 5.1 (SAS Institute, Inc., Cary, North Carolina), ex-
cept for bootstrapping, which was done with SAS, version
8.2.

Role of the Funding Source
The study was funded by a National Research Service

Award and grants from the Division of Nephrology, Mayo
Clinic, Rochester, Minnesota. The funding sources had no
role in the collection, analysis, or interpretation of data or
in the decision to submit the manuscript for publication.

RESULTS

Comparison of Healthy and Chronic Kidney Disease
Series

Table 2 shows the characteristics of the patient sam-
ples. Information on race was not available in 14% of the
patients. The number of African-American patients was
inadequate to analyze the race component in either series.
In the chronic kidney disease series, 53% of patients had

Table 1. Prediction Equations for Glomerular Filtration Rate*

Equation 1: Original MDRD equation (1628 patients with chronic kidney
disease) (4)

GFR � 186 � SCr�1.154 � Age�0.203 � 0.742 (if female) � 1.21 (if black)

Equation 2: Refit MDRD equation (320 predominantly white patients with
chronic kidney disease)

GFR � 297 � SCr�1.290 � Age�0.290 � 0.767 (if female)

Equation 3: Refit MDRD equation (580 predominantly white healthy
persons)

GFR � 216 � SCr�0.490 � Age�0.192 � 0.923 (if female)

Equation 4: Refit MDRD equation with healthy indicator variable (320
patients with chronic kidney disease and 580 healthy persons)

GFR � 224 � SCr�1.190 � Age�0.236 � 0.796 (if female) � 1.26 (if healthy)

Equation 5: Quadratic GFR equation (320 patients with chronic kidney
disease and 580 healthy persons)

GFR � exp (1.911 �
5.249

SCr
�

2.114

SCr2 � 0.00686 � Age � 0.205 (if female))

If SCr � 0.8 mg/dL, use 0.8 for SCr

* GFR � glomerular filtration rate (mL/min per 1.73 m2); MDRD � Modifica-
tion of Diet in Renal Disease; SCr � serum creatinine (mg/dL). Age is in years.
Numbers in parentheses are the population used to derive the equation.
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native kidney disease alone, 16% of patients had a non-
kidney solid organ transplant with or without a kidney
transplant, and 31% of patients had a kidney transplant
alone. In the patients with native kidney disease alone,
36% had hypertension or kidney disease of unknown
cause, 24% had glomerulopathy, 13% had diabetes melli-
tus, and the remaining 27% had miscellaneous causes. Se-
rum creatinine levels were normal (�1.4 mg/dL [�124
�mol/L] in men and �1.2 mg/dL [�106 �mol/L] in
women) in 93 (29%) of the chronic kidney disease series.

Figure 2 displays estimated GFR (abbreviated MDRD
equation) plotted against measured GFR (iothalamate
clearance). Estimated GFR predicted measured GFR well
in the chronic kidney disease series, but measured GFR was
higher than estimated GFR in the healthy series. Table 3
shows the accuracy and precision of estimated GFR calcu-
lated by using the original MDRD equation. The MDRD
equation was less accurate in the healthy series than in the
chronic kidney disease series. With the Cockcroft–Gault
equation, percentage bias was �5.9% � 1.7% in the
chronic kidney disease series, �9.6% � 3.9% in the
chronic kidney disease series with an estimated GFR of 60
mL/min per 1.73 m2 or greater (n � 61), and
�27% � 1% in the healthy series. Thus, the Cockcroft–
Gault equation was also less accurate in the healthy series
than in the chronic kidney disease series.

The top panel of Figure 3 displays the reciprocal of
serum creatinine plotted against logarithmic measured
GFR. At any serum creatinine level, patients in the healthy
series had a higher average GFR than did patients in the
chronic kidney disease series. Patients with chronic kidney
disease who had transplants were similar to patients with
chronic kidney disease who did not have transplants.

The refit MDRD equations derived in this study were
compared with the original MDRD equation (equation 1).
In the chronic kidney disease series (equation 2), the coef-
ficients (�SE) were similar to the original MDRD equa-
tion for serum creatinine (�1.290 � 0.039 vs. �1.154),
age (�0.290 � 0.050 vs. 0.203), and female sex (0.767
[exp(�0.265 � �0.032)] vs. 0.742 [exp(�0.298)]). Add-
ing a transplant status variable was not statistically signifi-

cant (P � 0.2) and did not change the serum creatinine,
age, or sex coefficients substantively. In the healthy series
(equation 3), the age coefficient was also similar to the
original MDRD equation (�0.192 � 0.021 vs. 0.203).
However, the coefficients were very different from the orig-
inal MDRD equation for serum creatinine (�0.490 �
0.052 vs. �1.154) and for female sex (0.923 [exp
(�0.080 � 0.016)] vs. 0.742 [exp(�0.298)]). At the same
serum creatinine level, women had 77% the GFR of men
in the chronic kidney disease series but 92% the GFR of
men in the healthy series.

When health status was added as a separate variable in
a refit MDRD equation (equation 4), healthy persons had
a 26% higher GFR on average than did patients with
chronic kidney disease (P � 0.001). However, health sta-
tus was better modeled as an effect modifier on the rela-
tionship between serum creatinine and GFR. For example,
a 60-year-old man with a serum creatinine level of 1.4
mg/dL (124 �mol/L) (high-normal) would have a 42%
higher GFR (83 vs. 59 mL/min per 1.73 m2) if he was
healthy (equation 3) than if he had chronic kidney disease
(equation 2). But a 60-year-old man with a serum creati-
nine level of 0.9 mg/dL (80 �mol/L) (low-normal) would
have the same GFR (104 mL/min per 1.73 m2) whether he
was healthy or had chronic kidney disease. Likewise, a 60-
year-old woman with a serum creatinine level of 1.2 mg/dL
(106 �mol/L) (high-normal) would have a 51% higher
GFR (83 vs. 55 mL/min per 1.73 m2) if she was healthy
than if she had chronic kidney disease. But a 60-year-old
woman with a serum creatinine level of 0.7 mg/dL (62
�mol/L) (low-normal) had nearly the same GFR (108 vs.
110 mL/min per 1.73 m2) whether she was healthy or had
chronic kidney disease.

Development and Validation of a New Equation
In clinical practice, it may be unknown whether a pa-

tient is healthy or has chronic kidney disease. Thus, a new
equation was developed on the basis of a combined sample
of healthy persons and patients with chronic kidney dis-
ease. The best model was the quadratic GFR equation with
the following covariates: 1/SCr, 1/SCr2, age, and sex

Table 2. Clinical Characteristics in the Healthy Series and Chronic Kidney Disease Series*

Characteristic Healthy (n � 580) Chronic Kidney Disease
(n � 320)

Mean age � SD (range), y 41 � 11 (18–72) 53 � 15 (17–87)
Female, n (%) 334 (58) 126 (39)
African American, n (%)† 7 (1.2) 0 (0.0)
Mean height � SD (range), cm 171 � 9.3 (147–198) 171 � 9.8 (137–195)
Mean weight � SD (range), kg 82 � 18 (47–162) 84 � 21 (37–193)
Mean body mass index � SD (range), kg/m2 27.8 � 5.3 (16.7–59.0) 28.8 � 6.2 (14.2–64.7)
Mean serum creatinine level � SD (range), mg/dL 1.05 � 0.16 (0.6–1.6) 1.93 � 0.97 (0.7–8.8)
Mean measured GFR, mL/min per 1.73 m2 101 � 17 (63–177) 48 � 25 (5–133)
Measured GFR and serum creatinine level

obtained the same day, n (%)
517 (89) 203 (63.4)

* Race information was not available in 14% of the patients. GFR � glomerular filtration rate.
† P � 0.05 with the chi-square test, Wilcoxon rank-sum test, or Student t-test, where appropriate.
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(where SCr � serum creatinine) to predict ln measured
GFR (equation 5). Serum creatinine values less than 0.8
mg/dL (71 �mol/L) were set to 0.8 in the development of
this equation. Inclusion of all pairwise interactions in-
creased the R2 value by only 0.007. The quadratic GFR
equation (R2 � 0.863, equation 5) fit the combined series
better than the original MDRD equation (R2 � 0.830,
equation 1) and a refit MDRD equation derived by using
the combined series (R2 � 0.841, equation not shown).
The bootstrap corrected R2 for the quadratic model was
0.862 compared with 0.863 uncorrected. The bottom
panel of Figure 3 compares the quadratic GFR equation
with the original MDRD equation. The quadratic GFR
equation had a higher estimated GFR in the normal serum
creatinine range.

DISCUSSION

These analyses indicate that although the abbreviated
MDRD equation was reasonably accurate in patients with
chronic kidney disease, it significantly underestimated
GFR in healthy persons. This was probably due to the
exclusion of healthy persons from the study participants
used to develop this equation. At the same serum creati-
nine level, age, and sex, GFR was on average 26% higher
in healthy persons than in patients with chronic kidney
disease. A new quadratic GFR equation may be more ac-
curate than the MDRD equation in estimating GFR when
kidney disease status is unknown. This study highlights the
importance of selection bias in the target population used
to develop GFR prediction equations. Thus, the applica-
tion of the MDRD equation to the general population (7)

Figure 2. Relationship between estimated glomerular filtration rate (GFR) (abbreviated Modification of Diet in Renal Disease
equation) and measured GFR (iothalamate clearance) in 900 patients on a logarithmic scale.

Diamonds represent the patients with chronic kidney disease without transplants (n � 168). Circles represent patients with chronic kidney disease with
transplants (n � 152). Dots represent the healthy series (n � 580). The solid line is identity. The healthy series has a higher measured GFR than
estimated GFR.
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may have overestimated the prevalence of chronic kidney
disease (when defined by a reduced GFR).

A concern with GFR prediction equations has been
bias from a lack of standard calibration in serum creatinine
assays across laboratories (20). One study found that the
MDRD study laboratory had serum creatinine values 0.23
mg/dL (20 �mol/L) lower than values measured at another
laboratory. The implication was that a constant calibration
bias caused greater inaccuracies in estimated GFR for per-
sons with a normal serum creatinine level than for persons
with an elevated serum creatinine level (6). Calibration bias
is being addressed by the Laboratory Working Group of
the National Kidney Disease Education Program (21).
Correction of this calibration bias, however, does not rec-
tify a selection bias present in the original MDRD equa-
tion. After subtracting 0.23 mg/dL (20 �mol/L) from all
serum creatinine values (6), GFR (with multivariable ad-
justment [serum creatinine level, age, and sex]) was still
26% higher in healthy persons than in patients with
chronic kidney disease.

To further investigate the potential effect of calibra-
tion, serum samples assayed for creatinine (n � 180) were
reassayed at Loyola University Medical Center on a rate-
Jaffe Beckman LX20 autoanalyzer (Beckman Coulter, Inc.,
Fullerton, California). A rate-Jaffe Beckman CX3 autoana-
lyzer (older model) was used for deriving the original
MDRD equation (6). A calibration equation (SCrLoyola �
�0.18 � 1.14 � SCrMayo) was derived to adjust the se-
rum creatinine values. This adjustment slightly improved
bias with the MDRD equation in the healthy series
(�29% before calibration, �26% after calibration) but led
to more bias in the chronic kidney disease series (�6.2%
before calibration, �9.5% after calibration). However,
GFR (with multivariable adjustment) was still 26% higher
in healthy persons than in patients with chronic kidney
disease.

The additive effects of calibration bias and selection
bias may explain why 12% of the middle-aged healthy

series had an estimated GFR less than 60 mL/min per 1.73
m2 with the MDRD equation, diagnostic criteria for
chronic kidney disease (2). For example, if a 50-year-old
woman presented to donate a kidney and had a Mayo
Clinic serum creatinine level of 1.1 mg/dL (97 �mol/L),
she would have an estimated GFR of 90 mL/min per 1.73
m2 (equation 3). If instead an equation derived with the
Mayo Clinic chronic kidney disease sample were used
(equation 2), her estimated GFR would be 65 mL/min per
1.73 m2. But if an equation derived with the MDRD study
chronic kidney disease sample were used (equation 1), her
estimated GFR would be 56 mL/min per 1.73 m2.

One possible explanation for a selection bias in the
MDRD equation is that healthy persons may have more
muscle mass and more protein intake than patients with
chronic kidney disease who are chronically ill and have
protein-restricted diets. Substantial muscle atrophy has
been shown to occur in patients receiving dialysis com-
pared with healthy controls (22). In patients who develop
kidney disease, the increase in serum creatinine level caused
by GFR reduction may be attenuated by muscle atrophy
and decreased dietary protein. A decrease in serum creati-
nine level was evident in a comparison of a healthy person
to a patient with kidney disease who had the same GFR,
age, and sex. For example, consider a 60-year-old man with
a GFR of 83 mL/min per 1.73 m2. If healthy, a serum
creatinine level of 1.4 mg/dL (124 �mol/L) would be re-
quired to estimate this GFR (equation 3). But if he had
kidney disease, a lower serum creatinine level of 1.07
mg/dL (95 �mol/L) would be required to estimate this
GFR (equation 2).

The physiology for serum creatinine variability may
also differ in patients with chronic kidney disease com-
pared with healthy persons. Consistent with this hypothe-
sis, the serum creatinine coefficients calculated in kidney
disease samples for this study (�1.290) and the MDRD
study (�1.154) (4) were much stronger than those calcu-
lated in healthy samples for this study (�0.490) and by

Table 3. Accuracy and Precision of the Abbreviated Modification of Diet in Renal Disease Equation in the Chronic Kidney Disease
Series and Healthy Series*

Variable Chronic Kidney
Disease Series

Chronic Kidney Disease
Series Subset (Patients with
Estimated GFR† > 60
mL/min per 1.73 m2)

Healthy Series

Sample size 320 49 580
Measured GFR, mL/min per 1.73 m2† 48 � 25 (5–133) 80 � 20 (34–124) 101 � 17 (63–177)
Estimated GFR, mL/min per 1.73 m2‡ 43 � 18 (6–134) 72 � 14 (60–134) 72 � 11 (40–127)
Bias � SE, mL/min per 1.73 m2§ �5.5 � 0.8 �8.1 � 2.8 �29 � 1
Percentage bias � SE, %� �6.2 � 1.6 �8.5 � 3.7 �29 � 1
P30%¶ 75 84 54
R2 (logarithmic) 0.786 0.152 0.186

* GFR � glomerular filtration rate.
† Measured GFR by iothalamate clearance given as mean � SD (range).
‡ Estimated GFR by abbreviated Modification of Diet in Renal Disease equation given as mean � SD (range).
§ Bias was mean (estimated GFR � measured GFR).
� Percentage bias was mean individual ([estimated GFR � measured GFR]/measured GFR) � 100%.
¶ P30% was percentage of estimated GFR within 30% of measured GFR.
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Figure 3. Relationship between the reciprocal of serum creatinine and the natural logarithm of measured glomerular filtration rate
(GFR) in 900 patients.

Diamonds represent the patients with chronic kidney disease without transplants (n � 168). Circles represent patients with chronic kidney disease with
transplants (n � 152). Dots represent the healthy series (n � 580). Top. Smoothed curve fits (JMP 5.01; � � 0.1) applied to data. Note that the healthy
series is higher across all serum creatinine levels. Bottom. GFR prediction equations using the mean age (46 years) and female frequency (49%) of the
combined series. Note that the quadratic GFR equation better fits the data. MDRD � Modification of Diet in Renal Disease.
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other investigators (�0.113) (8). The difference in coeffi-
cients may be explained through the relationship between
serum creatinine and GFR as expressed in the following
clearance equation: SCr � UCrV/GFR. In healthy persons,
muscle mass and dietary protein intake (UCrV) (23, 24)
may have the dominant effect on serum creatinine variabil-
ity, consistent with a weak coefficient in predicting GFR.
For example, a 50% higher serum creatinine level in the
healthy series was associated with an 18% lower GFR. In
patients with kidney disease, GFR may have the dominant
effect on serum creatinine variability, consistent with a
strong coefficient in predicting GFR. For example, a 50%
higher serum creatinine level in the chronic kidney disease
series was associated with a 41% lower GFR. This was
stronger than an inverse association, possibly reflecting the
increasing role of tubular secretion as GFR declines (23).

The quadratic GFR equation (equation 5) was devel-
oped by using a combined healthy and chronic kidney
disease sample as a step toward improving the estimation
of GFR when kidney disease status is unknown. Only 1
person (0.2%) in the healthy series had an estimated GFR
less than 60 mL/min per 1.73 m2 with the quadratic GFR
equation. However, this equation has several limitations.
The quadratic GFR equation assumes that persons with a
normal serum creatinine level can be represented by a pop-
ulation in which 14% of patients had chronic kidney dis-
ease and 86% were potential kidney donors. The potential
kidney donors may be “super healthy” compared with the
general population. However, they were not without co-
morbid conditions: 29% had a high blood pressure (sys-
tolic � 140 mm Hg or diastolic � 90 mm Hg) and 33%
had hyperlipidemia (low-density lipoprotein cholesterol
level � 130 mg/dL [�3.4 mmol/L]). A GFR prediction
equation developed in a population-based sample would be
more accurate for general population studies. Also, the
sample used to derive the quadratic GFR equation lacks
adequate representation of elderly patients and nonwhite
racial groups.

Several additional limitations in this study should be
noted. Serum creatinine and GFR determinations were not
always assayed the same day, and this occurred more often
in the chronic kidney disease series. Only 51 persons in the
healthy series had GFR determinations during the same
time frame as the chronic kidney disease series. However,
when indicator variables for these factors were considered
in multivariable models, none of these factors changed the
other coefficients substantively. There was less precision
with the original MDRD equation applied to patients with
chronic kidney disease for this study (R2 � 0.786) com-
pared with the MDRD study (R2 � 0.892). The MDRD
study had a larger sample size and used the average of 4
serum and 4 urine samples for measuring GFR with
iothalamate clearance (25).

In summary, inaccurate estimates of GFR can occur if
a serum creatinine–based equation is developed in a sam-
ple that is systematically different from the application

population. This limits the generalizability of the abbrevi-
ated MDRD and Cockcroft–Gault equations, both devel-
oped in chronic kidney disease samples. The quadratic
GFR equation is an improvement, but an equation devel-
oped from a general population sample is still needed. Fu-
ture equations with alternative serum analytes, such as cys-
tatin C (26), may ultimately be more accurate in predicting
GFR across different populations.

From Mayo Clinic, Rochester, Minnesota.

Acknowledgments: The authors thank Timothy Uphoff, PhD, and
Mary Burritt, PhD, for technical support on laboratory measurements.

Grant Support: By a National Research Service Award (T32 DK07013)
and grants from the Division of Nephrology, Mayo Clinic, Rochester,
Minnesota.

Potential Financial Conflicts of Interest: None disclosed.

Requests for Single Reprints: Fernando G. Cosio, MD, Mayo Clinic,
200 1st Street SW, Rochester, MN 55905; e-mail, Cosio.Fernando
@mayo.edu.

Current author addresses and author contributions are available at www
.annals.org.

References
1. K/DOQI clinical practice guidelines for chronic kidney disease: evaluation,
classification, and stratification. Am J Kidney Dis. 2002;39:S1-266. [PMID:
11904577]
2. Levey AS, Coresh J, Balk E, Kausz AT, Levin A, Steffes MW, et al. National
Kidney Foundation practice guidelines for chronic kidney disease: evaluation,
classification, and stratification. Ann Intern Med. 2003;139:137-47. [PMID:
12859163]
3. Levey AS, Bosch JP, Lewis JB, Greene T, Rogers N, Roth D. A more
accurate method to estimate glomerular filtration rate from serum creatinine: a
new prediction equation. Modification of Diet in Renal Disease Study Group.
Ann Intern Med. 1999;130:461-70. [PMID: 10075613]
4. Levey AS, Greene T, Kusek JW, Beck GJ. A simplified equation to predict
glomerular filtration rate from serum creatinine [Abstract]. J Am Soc Nephrol.
2000;11:A0828.
5. Manjunath G, Sarnak MJ, Levey AS. Prediction equations to estimate glo-
merular filtration rate: an update. Curr Opin Nephrol Hypertens. 2001;10:785-
92. [PMID: 11706306]
6. Coresh J, Astor BC, McQuillan G, Kusek J, Greene T, Van Lente F, et al.
Calibration and random variation of the serum creatinine assay as critical ele-
ments of using equations to estimate glomerular filtration rate. Am J Kidney Dis.
2002;39:920-9. [PMID: 11979335]
7. Coresh J, Astor BC, Greene T, Eknoyan G, Levey AS. Prevalence of chronic
kidney disease and decreased kidney function in the adult US population: Third
National Health and Nutrition Examination Survey. Am J Kidney Dis. 2003;41:
1-12. [PMID: 12500213]
8. Lin J, Knight EL, Hogan ML, Singh AK. A comparison of prediction equa-
tions for estimating glomerular filtration rate in adults without kidney disease.
J Am Soc Nephrol. 2003;14:2573-80. [PMID: 14514734]
9. Rule AD, Gussak HM, Pond GR, Bergstralh EJ, Stegall MD, Cosio FG, et
al. Measured and estimated GFR in healthy potential kidney donors. Am J Kid-
ney Dis. 2004;43:112-9. [PMID: 14712434]
10. Bertolatus JA, Goddard L. Evaluation of renal function in potential living
kidney donors. Transplantation. 2001;71:256-60. [PMID: 11213070]
11. Vervoort G, Willems HL, Wetzels JF. Assessment of glomerular filtration

Article Estimating GFR with Serum Creatinine

936 21 December 2004 Annals of Internal Medicine Volume 141 • Number 12 www.annals.org



rate in healthy subjects and normoalbuminuric diabetic patients: validity of a new
(MDRD) prediction equation. Nephrol Dial Transplant. 2002;17:1909-13.
[PMID: 12401845]

12. Pierrat A, Gravier E, Saunders C, Caira MV, Aı̈t-Djafer Z, Legras B, et al.
Predicting GFR in children and adults: a comparison of the Cockcroft-Gault,
Schwartz, and modification of diet in renal disease formulas. Kidney Int. 2003;
64:1425-36. [PMID: 12969162]

13. Verhave JC, Gansevoort RT, Hillege HL, De Zeeuw D, Curhan GC, De
Jong PE. Drawbacks of the use of indirect estimates of renal function to evaluate
the effect of risk factors on renal function. J Am Soc Nephrol. 2004;15:1316-22.
[PMID: 15100372]

14. Buehrig CK, Larson TS, Bergert JH, Pond GR, Bergstralh EJ. Cystatin C
is superior to serum creatinine for the assessment of renal function [Abstract].
J Am Soc Nephrol. 2001;12:A1005.

15. Wilson DM, Bergert JH, Larson TS, Liedtke RR. GFR determined by
nonradiolabeled iothalamate using capillary electrophoresis. Am J Kidney Dis.
1997;30:646-52. [PMID: 9370179]

16. Slack TK, Wilson DM. Normal renal function: CIN and CPAH in healthy
donors before and after nephrectomy. Mayo Clin Proc. 1976;51:296-300.
[PMID: 1263599]

17. Cockcroft DW, Gault MH. Prediction of creatinine clearance from serum
creatinine. Nephron. 1976;16:31-41. [PMID: 1244564]

18. Hand DJ. Scientific method and statistics. In: Armitage P, Colton T, eds.
Encyclopedia of Biostatistics. Vol. 5. Chichester, United Kingdom: J Wiley;
1998:3967-71.

19. Harrell FE. Regression Modelling Strategies: With Applications to Linear
Models, Logistic Regression, and Survival Analyses. New York: Springer-Verlag;
2001.
20. Hsu CY, Chertow GM, Curhan GC. Methodological issues in studying the
epidemiology of mild to moderate chronic renal insufficiency. Kidney Int. 2002;
61:1567-76. [PMID: 11967006]
21. Suggestions for Laboratories. National Kidney Disease Education Program.
Accessed at www.nkdep.nih.gov/educresources/nkdep_labreporting_fact-
sheet.htm. on 2 August 2004.
22. Johansen KL, Shubert T, Doyle J, Soher B, Sakkas GK, Kent-Braun JA.
Muscle atrophy in patients receiving hemodialysis: effects on muscle strength,
muscle quality, and physical function. Kidney Int. 2003;63:291-7. [PMID:
12472795]
23. Schuster VL, Seldin DW. Renal clearance. In: Seldin DW, Giebisch G, eds.
The Kidney: Physiology and Pathophysiology, 2nd ed. New York: Raven Pr;
1992:943-76.
24. Perrone RD, Madias NE, Levey AS. Serum creatinine as an index of renal
function: new insights into old concepts. Clin Chem. 1992;38:1933-53. [PMID:
1394976]
25. Beck GJ, Berg RL, Coggins CH, Gassman JJ, Hunsicker LG, Schluchter
MD, et al. Design and statistical issues of the Modification of Diet in Renal
Disease Trial. The Modification of Diet in Renal Disease Study Group. Control
Clin Trials. 1991;12:566-86. [PMID: 1664792]
26. Dharnidharka VR, Kwon C, Stevens G. Serum cystatin C is superior to
serum creatinine as a marker of kidney function: a meta-analysis. Am J Kidney
Dis. 2002;40:221-6. [PMID: 12148093]

ArticleEstimating GFR with Serum Creatinine

www.annals.org 21 December 2004 Annals of Internal Medicine Volume 141 • Number 12 937



Author Contributions: Conception and design: A.D. Rule, T.S. Larson,
E.J. Bergstralh, F.G. Cosio.
Analysis and interpretation of the data: A.D. Rule, T.S. Larson, E.J.
Bergstralh, J.M. Slezak, S.J. Jacobsen, F.G. Cosio.
Drafting of the article: A.D. Rule, S.J. Jacobsen, F.G. Cosio.
Critical revision of the article for important intellectual content: A.D.
Rule, T.S. Larson, F.G. Casio.E.J. Bergstralh, J.M. Slezak, S.J. Jacobsen,
F.G. Cosio.
Final approval of the article: A.D. Rule, T.S. Larson, S.J. Jacobsen, F.G.
Cosio.

Provision of study materials or patients: T.S. Larson, F.G. Cosio.
Statistical expertise: A.D. Rule, E.J. Bergstralh, J.M. Slezak, S.J. Jacob-
sen.
Obtaining of funding: A.D. Rule, F.G. Cosio.
Administrative, technical, or logistic support: F.G. Cosio.
Collection and assembly of data: A.D. Rule, T.S. Larson, J.M. Slezak,
F.G. Cosio.

www.annals.org 21 December 2004 Annals of Internal Medicine Volume 141 • Number 12 W-167


